
Medicare Crossovers 



Medicare Crossovers 

• Claims crossover automatic from COBC-GHI 

 

• What does crossover 

– Institutional Claims 

– Professional Claims 

 

• What doesn’t crossover (exempt) 

– Part C 

– Hospice 

– Non-assigned Medicare claims 

– Adjustments from Medicare 

– NCPDP Claims 



Claims that do not crossover 

• Options 

 

– Bill electronically with appropriate Medicare 

qualifiers and data included in transaction 

 

– Bill electronically with PWK indicator and send 

Medicare EOB as paperwork attachment 

 

– Bill on Paper Forms 



Billing Medicare Electronically 

• Medicare Paid Amount: 
– Loop 2430 Segment SVD Data Element 02 

(Line Level) 

• Medicare Co-insurance: 
– Loop 2430 Segment CAS Data Element 02 Reason= 2 

• Medicare Deductible:  
– Loop 2430 Segment CAS Data Element 02 Reason= 1 

 



Medicare Secondary 
Using WINASAP2003 

• Indicate Medicaid as Secondary in patient file 

 

• Enter Medicare information under other 

subscribers information 

 

• Indicate paperwork attachment if Medicare 

denies 

 

• Send in EOB and Reason & Remark Codes 
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Billed Electronically in WINASAP3002 



 



 



 



 



 



 



Paper Billing 

• Institutional 
 

– Use form locators 39-41 for co-insurance and/or 

deductible 

 

– Paid amount in form locator 54 

• No EOB required for Paid Claims 

 

– Denials must have Medicare EOB with reason and 

remark codes description of reason and remark 

codes attached 
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Paper Billing 

• Bill on paper claim forms 
 

– Professional 
 

• Do not enter Medicare information on 1500 

– No Medicare paid amount in field 29 

 

• Attach a copy of the Medicare EOB for all 

paper claims submitted 

– Include reason and remark code description for all 

Medicare denials 



 

TPL 

  



 

Medicare 

  



Part C 

Medicare HMO Plans 

• Currently processed as Medicare Part B 

claims 

• Copay amounts entered as deductible 

• Coinsurance entered as coinsurance 

• Deductible entered as deductible 

• Deductible + Co-ins + Copay entered as 

deductible 

– Claims processing system cannot process 

Medicare correctly without a Medicare paid 

amount if a co-insurance is present 

• Medicare paid and deductible/co-insurance all 

considered in pricing formula 



Common Issues Resulting in Denials 

• Client has Medicare on file and no Medicare 

information is present on claim 

• Medicare denied service as not medically 

necessary 

• Medicare EOB and claim do not match 

– Check 

• Client, date of service, billed amount, and 

procedure code 

• Medicare denial reasons are not attached 



Common Issues Resulting in Denials 

• Medicare denied as a duplicate 

• Medicare denied for a billing error 

• Medicare denied for timely filing 

• Medicare denied for service not paid 

separately 

• Medicare denied because service paid by 

another payer 

 

 



Third Party Liability  



TPL Responsibilities 

• Insurance verification 

• Assist with problem claims 

• Retro Medicare 

• Carrier Billing 

• Provider checks/refunds 

• Credit balance 

• Trauma investigations 



Services to you 

• Pay and Chase 

– 90 Day Rule- Providers can request that 

Montana’s Healthcare Programs process the claim 

and subsequently bill the other payer. 

 

– Specific circumstances result in automatic pay and 

chase. 

– Some prenatal and pediatric codes 

 



Billing TPL Electronically 

• TPL Information 
– Loop 2320 Segment SBR Data Element 09  

 

• TPL Payment 

– Loop 2320 Segment AMT Data Element 02 

 



Billing TPL in WINASAP2003 

• Indicate Medicaid as Secondary in patient file 

 

• Enter other subscriber information 

 

• Submit by direct submission or uploading 
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Blanket denial 

• Include documentation that the client’s other 
insurance never pays for a particular service. 

 

• Requests are available on the web or from TPL.  
Complete and return requests to TPL.  

 Fax to 406-442-0357. 
 

• In return you will receive the blanket denial along with 
a tracking  reference number to be used for billing. 

 

 



 



How to bill using a blanket denial 

• ACS staff work TPL edits that post for which a 
blanket denial has been created. 
– Electronic claims: include pwk indicator and tracking 

number. 

– Paper Claims: send the claim and a copy of the blanket 
denial 

 

• Blanket denials are valid for two years from date on 
the request. Renewals must be requested and are 
not automatic.  

 



 

Blanket Denial 



Common Problems 

• No TPL amount on the claim 

– If you have information TPL has termed please 

call provider relations @ 1-800-624-3958  

• Medicare information is put in as a TPL 

amount 

• No paperwork attachments 
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What should I send to TPL? 

• Problem TPL claims 

• 90 day pay and chase claims 

• Verification requests from TPL 

• Blanket denials 

• Refund checks 

– Note if it’s for credit balance 



Contact Information 

Danielle Brenimer – TPL supervisor 

 Phone 406-457-9530 

 Email: daniel.brenimer@acs-inc.com 

 

Denise Juvik – PR Field Representative 

 Phone 406-457-9598 

 Email: denise.juvik@acs-inc.com 

 

 

 

 

 



Questions 


